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Abstract

Background: Covid-19 is one of the global public health crises. Resource limited
countries like Ethiopia are at risk of being severely affected by the pandemic. Children
of all ages can be affected by the virus and are one of the burdens of Covid-19
pandemic. As children accounts for majority of the population in Ethiopia, early
diagnosis and management of the disease is crucial to curb the spread of the disease.
Parents have a significant role in children’s health. Hence the aim of this study is to
assess parents’ knowledge, attitude and practice towards Covid-19 in children.
Methodology: A cross-sectional study was conducted at TASH located in Addis Ababa,
the capital city of Ethiopia from June to August 2021 G.C. Parents whose children were
admitted at TASH and parents who came to pediatric regular OPD and referral clinics
were used as a study population. An interview based questionnaire was used to gather
information from study participants. Data was entered using SPSS version 25 to be
analyzed based on the objectives of the study. A descriptive analysis was performed.
Inferential statistics were investigated using a chi-square test. P value less than 0.05
was considered as statistically significant.

Result: A total of 385 parents who fulfilled the inclusion criteria were enrolled. The
finding of this study reveal that majority of the participants (68.6%) have moderate
knowledge whereas 17.7% of participants have poor knowledge. Regarding attitude and
practice of parents, 68.3% of participants have good attitude and 51.7% of participants
have moderate practice. There was a moderate positive correlation between knowledge
score and attitude score (r=0.56, p<0.001), between knowledge score and practice
score (r=0.44, p<0.001) and between attitude score and practice score (r=0.43,
p<0.001).

Conclusion: The finding of this study suggests that knowledge and practice of parents
of children attending medical care at TASH towards COVID-19 in children was
moderate. Majority of the parents had good attitude. A considerable number of socio-
demographic characteristics of participants affect the knowledge, attitude and practice

of parents towards COVID-19 in children.




CHAPTER ONE: INTRODUCTION

1.1 Introduction
Covid-19 is one of the global public health crises. It is caused by severe acute

respiratory syndrome coronavirus 2(SARS-Cov-2).> Africa is the last continent to be
strike by the pandemic. It was first reported in Egypt on February 14, 2020 and the virus
has now been detected in almost all countries of Africa.? In Ethiopia, the first covid-19
case was reported on March 13, 2020 by MOH.

COVID-19 virus is primarily transmitted between people through respiratory droplets
and contact routes. Globally, there are fewer Covid-19 cases reported in children
compared to adults. As of October 21, 2021, AAP reported more than 6 million child
COVID-19 cases in US.

Most children infected with SARS-CoV-2 are asymptomatic or have mild symptoms,
most commonly fever, cough, pharyngitis, gastrointestinal symptoms and changes in
sense of smell or taste®.A rare complications of COVID-19 is MIS-C with signs and
symptoms of persistent fever, inflammation and evidence of organ dysfunction and
shock.

Even though children infected with COVID-19 are less likely to develop severe illness
compared to adults, they are one of the burdens of the pandemic.

To combat the pandemic, widespread vaccination program was started in early
December 2020. Currently the AAP recommends COVID-19 vaccination for all children
and adolescents 12 years of age and older who do not have contraindications using a
COVID-19 vaccine authorized for use for their age.* On Oct. 29, 2021, US Food and
Drug Administration authorized emergency use of the Pfizer-BioNTech COVID-19
vaccine for children ages 5 to 11. Ethiopia introduces COVID-19 vaccination of high
risk individuals on March 13, 2021.Vaccination of children against COVID-19 is not
started in Ethiopia.

Parents play a significant role in children’s health. In order to successfully control the
pandemic, there is a need to fully understand their knowledge, attitude and practice
(KAP) regarding covid-19 in children. This study will assess the knowledge of parents at
TASH regarding mode of transmission, symptoms and signs, prevention and measures

practiced by parents to protect their children against COVID-19.




1.2 Background

The novel corona virus disease 2019(COVID-19) is caused by severe acute respiratory
syndrome coronavirus 2(SARS-Cov-2). Coronaviruses (CoVs) comprise a large family
of enveloped, single-stranded, zoonotic RNA viruses belonging to the family

Coronaviridae, order Nidovirales.®

The novel CoVs severe acute respiratory syndrome coronavirus (SARS-CoV) emerged
in 2002 and Middle East respiratory syndrome coronavirus (MERS-CoV) in 2012. The
2019 novel coronavirus (COVID-19) originated in Wuhan, China in December 2019 and
spread to multiple countries.® The WHO declared the outbreak as a public health
emergency of international concern on January 30, 2020 and as a pandemic on March
11, 2020. As of October 29, 2021 John Hopkins coronavirus resource center reported
that there are 246,686,264 confirmed COVID-19 cases and a total of 4,999,265 deaths
worldwide. As of October 30, 2021 Ethiopian MOH reported 364,960 COVID-19

confirmed cases and 6451 deaths in Ethiopia.

COVID-19 virus is primarily transmitted between people through respiratory droplets
and contact routes. Droplet transmission occurs when a person is in in close contact
(within 1 m) with someone who has respiratory symptoms (e.g., coughing or sneezing)
and is therefore at risk of having his/her mucosae (mouth and nose) or conjunctiva
(eyes) exposed to potentially infective respiratory droplets. Transmission may also
occur through fomites in the immediate environment around the infected person.
Transmission of the COVID-19 virus can occur by direct contact with infected people
and indirect contact with surfaces in the immediate environment or with objects used by

the infected person.®

COVID-19 affects all age groups. Main source of infection for children is positive family
members. They can also acquire the infection in educational or child care setting. The
incubation period has been estimated to be approximately 3—7 days after exposure (the
longest incubation period is 14 days). Children infected with COVID-19 may be

asymptomatic or may show symptoms mostly fever and cough followed by sore throat,




malaise, muscle pain, dyspnea, headache, nasal discharge, and gastrointestinal
symptoms such as vomiting and diarrhea in some patients. Severe manifestations occur
in lower rate in children compared with adults, but its occurrence is higher in children
with underlying comorbidity and immunosuppression, and in the younger pediatric age
group.’

The impacts of COVID-19 are jeopardizing child wellbeing. Child well-being is the most
important indicator of a country’s vitality today and prospects for tomorrow.® Parents are
responsible to ensure the welfare of their children. The aim of the study is to assess the
knowledge of parents at TASH regarding mode of transmission, symptoms and signs,
prevention and measures practiced by parents to protect their children against COVID-
19.




1.3 Statement of the problem

COVID-19 pandemic is a global crisis. It has claimed millions of lives worldwide. It has
impacted both the supply and demand for healthcare services. Prior to the pandemic,
most of the 550 million children living in SSA were already facing many challenges.
COVID-19 is added to these challenges.® Ethiopia is one of the sub-Saharan countries
that is affected by the pandemic. In a developing country like Ethiopia, where trained
human resources and equipment for treatment of COVID-19 are scarce, priority should

be given for prevention of viral spread.’

Ethiopia remains to have a relatively young population with 43.5 percent under the age
of 15 (2017). Focusing on young population is important to combat the pandemic.
Children can directly be affected by COVID-19 or they may be asymptomatic and
spread the disease. This will have an impact on the country’s socio-economic and heath
sector. In order to halt the spread of the disease, it is essential to improve the
knowledge and practice of COVID-19 prevention methods. Parents as a primary
caretaker of children have a role in the prevention of COVID-19 in children and whole
population. Therefore assessing their knowledge towards COVID-19 in children
including symptoms and signs of the disease, modes of transmission and protection

measures is crucial.

1.4 Significance of the study

COVID-19 is one of the public health treat in Ethiopia. As children accounts majority of
the population in Ethiopia, early diagnosis and management of COVID-19 in children is
crucial to curb the spread of the disease. Parents have a vital role in minimising COVID-
19 infection in children and whole population. Therefore assessing their knowledge,

attitude and practice towards COVID-19 in children is essential.




CHAPTER TWO: LITERATURE REVIEW

2.1 Overview of the study

Throughout history, there have been recorded processions of pandemics that each
shaped our history and our society, inclusive of shaping the very basic principles of
modern health sciences. Some pandemics had an impact on civilization including the
Black Death (bubonic plague pandemic from the fourteenth century) and the Spanish
Flu of 1918.*° The cause for the current pandemic is a coronavirus.

Coronaviruses are single-stranded, positive-sense, enveloped, RNA viruses with
crown-like appearance. The International Committee on Taxonomy (ICT) of viruses has
classified coronaviruses under family Coronaviridae and order Nidovirales. Toroviruses
and coronaviruses are the two representative genera of the family Coronaviridae; they
have been further classified in subfamily Coronavirinae.**

Human coronaviruses were first identified in 1965 and are responsible for the
respiratory tract infections in major proportion of population worldwide; at least five new
human coronaviruses have been identified, including severe acute respiratory syndrome
coronavirus (SARS-CoV) in 2002-2003 and Middle East respiratory syndrome
coronavirus (MERS-CoV) in 2012.*

In late December 2019, few patients with a history of unexplained fever and symptoms
of lower respiratory tract infections were detected in Wuhan, in the Hubei province of
China. The etiology of this unknown respiratory infection was not being able to be
established; it was classified as pneumonia of unknown etiology initially. Further
investigation by the local authority of Chinese Center for Disease Control and
Prevention identified the causative pathogen and provisionally named 2019 novel
coronavirus (2019-nCoV). On February 11, 2020, the WHO announced that the disease
caused by this new coronavirus is COVID-19 which is the acronym of “coronavirus
disease 2019.”**

COVID-19 worldwide is less common in children than in adults. The Chinese Centers
for Disease Control and Prevention reported that only 2% of the 72,314 reported cases

occurred in children that were less than 19 years of age. ** More recent data in the




United States shows that children account for 9%-12% of patients diagnosed with
COVID-19 infection (in general, 90% of children positive for SARS-CoV-2 are
asymptomatic or have mild to moderate symptoms). COVID-19 occurs more often
among the 12- to 17-year age group compared to the 5- toll-year age group in the
United States.™®

Children have milder symptoms of COVID-19 infection compared to adults. Several
proposed hypothesis explain this difference. The first hypothesis suggests that the
expression level of ACE2 may differ between adults and children. One study showed
that ACE2 receptors abundantly expressed on well-differentiated ciliated epithelial
cells.* ACE2 expression on the epithelium of the alveolar cells may be lower in the
pediatric population. The second hypothesis proposes that pediatric patients have a
gualitatively different response to the SARS-CoV-2 virus relative to adults. By the
processes of aging, continuous antigen stimulation and thymic involution will eventually
lead to shifts in T cell subset distribution from naive T cells to central memory T cells,
effector T cells, and effector memory T cells.”® The third hypothesis rests on the
premise that the simultaneous presence of other viruses in the epithelial lining of the
lungs and airways in young children causes the SARS-CoV-2 virus to compete with
them limiting its growth and proliferation.

SARS-CoV-2 mode of transmission in children is similar to those of adults.
Transmission between humans is mostly via respiratory droplets through aerosolized
viral particles. Close contact or proximity can also be a source of transmission of SARS-
CoV-2 via direct or indirect contact with mucous membranes in the eyes, mouth, or
nose.

Most children are thought to be exposed to the virus from an adult at home.*® Vertical
transmission of severe acute respiratory syndrome coronavirus 2 is possible and seems
to occur in a minority of cases of maternal coronavirus disease 2019 infection.'’There
are concerns of transmission from the infected mother to the infant during breast
feeding, despite this global and national health stakeholders have so far univocally
encouraged breastfeeding during the COVID-19 pandemic.*®

Children can transmit the virus to others but the transmission rate is unclear with

younger children less likely transmit compared to children >10 years old.*®




The incubation period of COVID-19 is 2-14 days with a median of 6 days after
exposure, similar to that in adults. A large proportion of children with COVID-19 are
asymptomatic.

When symptomatic, manifestations include fever, nasal congestion/rhinorrhea, dyspnea,
loss of sense of smell and taste, cough, sore throat, diarrhea, nausea/vomiting, fatigue,
headache, myalgia, and poor feeding/poor appetite.*

Rarely MIS-C can occur in children infected with COVID-19. Multisystem inflammatory
syndrome in children typically presents between 3 and 6 weeks after SARS-CoV-2
exposure. Symptoms of MIS-C include Kawasaki disease-like features (conjunctivitis,
red eyes; red or swollen hands and feet, rash, red cracked lips, swollen glands. In some
children, coronary artery enlargement and/or aneurysms have been described. Some
children presenting with Kawasaki disease-like syndrome have been noted to have a
broader age range and presentation with more gastrointestinal (abdominal pain or
diarrhea) and neurologic (headaches/meningitis) manifestations). It also includes Toxic
shock syndrome-like features with hemodynamic instability and poor heart function and
Cytokine storm/macrophage activation or hyperinflammatory features. Other features of
MIS-C include thrombosis or acute kidney injury and shortness of breath suggestive of
congestive heart failure or pulmonary embolism. Respiratory symptoms typically
reported in adults with COVID-19 may not be present in pediatric patients with MIS-C.%
COVID-19 is diagnosed the same way in pediatric population as adults by testing
specimen obtained from upper respiratory tract for nucleic acid amplification test
(NAAT) using reverse transcriptase viral polymerase chain reaction (RT-PCR). The
common laboratory findings in hospitalized patient include leukopenia, lymphopenia,
and increased levels of inflammatory markers. Chest X-ray findings are variable and
computed tomography scans of the chest may show ground glass opacities similar to
adults or non-specific findings.*?

Since children usually present with milder symptoms than adults, their management
focuses on providing symptomatic and respiratory supports. Several treatment
modalities, including the utilization of mechanical ventilation, antivirals, immune-
modulating drugs, or other agents, may present promising results in reducing the

symptoms of COVID-19, particularly in severe cases.'? Currently the AAP recommends




COVID-19 vaccination for all children and adolescents 12 years of age and older who
do not have contraindications using a COVID-19 vaccine authorized for use for their
age.* On Oct. 29, 2021, the Food and Drug Administration authorized emergency use of
the Pfizer-BioNTech COVID-19 vaccine for children ages 5 to 11.

As of October 31, 2021 vaccination of children against COVID-19 is not started in
Ethiopia.

The pandemic is rumbling through nations leaving behind considerable death and
damaged economies. Preventive measures, enveloped in public health advocacy is
important to shorten the life span of the pandemic.*

In a developing country like Ethiopia, prevention is the primary strategy to combat the
pandemic. In order to halt the spread of COVID-19, the country should target to improve
the knowledge, attitude, and practice of the community. Parents play an important role
in the development and maintenance of a healthy community. They are responsible for
the wellbeing of their children. Therefore assessing parents’ knowledge, attitude, and
practice towards COVID-19 in children is crucial.

There was a cross-sectional study done in City of Zahedan City located at southeast of
Iran regarding knowledge, attitude and practice towards COVID-19 among parents or
guardians of children who were referred to pediatric clinics in May 2020. The study
enrolled 524 parents or guardians. The study finding revealed that the mean score of
knowledge was 37.14(SD=4.87) from a maximum possible score of 46. The majority of
participants (84%) had correct information about the symptoms of COVID-19. The mean
score of attitude was 21.07 (SD=3.04) from a maximum possible score of 25. The mean
score of practice was 4.22 (SD=0.83) from a maximum possible score of 5. This study
concluded that the participants had good knowledge, positive attitude and sufficient
practice towards COVID-19. Knowledge was associated with educational level and
marriage status of parents or guardians of patient children. There was positive
correlation between knowledge and attitude (r = 0.308), knowledge and practice (r =
0.233), and attitude and practice (r = 0.207).%

There was a cross-sectional study done in Jordan regarding parents’ knowledge and
attitude towards COVID-19 in children. It enrolled 810 participants. In this study, 78 % of

parents listed fever as a clinical symptom first and 71% of them listed shortness of




breath as the second. 8% of parents also reported skin rash and 81% of them reported
heavy coughing and sneezing as symptoms of COVID-19. Moreover, 61% of parents
believe that children may be infected, but are asymptomatic. Handshaking (66% of
participants) and contacting surfaces like doorknobs and tables (82% of participants)
were reported as modes of transmission. Measures to protect children against COVID-
19 included frequent hand washing for children and themselves (90% of participants),
routinely cleaning and disinfecting surfaces that had been in connection with known or
suspected patients (77% of participants) and placing known or suspected patients in
well-ventilated individual rooms (77% of participants) were named. For governmental
measures, many parents (99.9%) reported that quarantining all members of the family
was an effective measure in protecting children and 97.7% reported that educating
individuals on COVID19 is essential in fighting the spread of the disease. The finding of
the study indicates that the parents had a good understanding of the clinical signs,
mode of transmission and protection measures. Almost 90% of the parents have an
appropriate attitude towards companioning children within crowds.*

There was a study done in Shenzhen Maternity & Child Healthcare Hospital, china
regarding knowledge of and attitudes toward coronavirus disease 2019 (COVID-19)
among the parents of child dental patients during the outbreak in February 2020. 148
parents were included in the study. A total of 94.59% of the parents said they paid high
attention to COVID-19 and explained it to their children; 66.22% thought the dental
department environment was more dangerous than other public places; 91.89%
believed the dental department had a higher risk of virus infection; and 83.78% said
they would take their children to a dental department if the children had a severe
toothache. Approximately 81.08% of the parents expressed confidence after they are
informed about the preventive measures taken in the dental department to ensure safe
treatment for their children.?*

A scoping review was done regarding Knowledge, attitude, perception, and preventative
practices towards COVID-19 in sub-Saharan Africa. Studies included populations from
the following SSA countries: Ethiopia, Nigeria, Cameroon, Uganda, Rwanda, Ghana,
Democratic Republic of Congo, Sudan, and Sierra Leone. All the included studies

showed evidence of knowledge related to COVID-19. Eleven studies showed that

10




participants had a positive attitude towards COVID-19, and fifteen studies showed that
participants had good practices towards COVID-19. Most of the participants had
adequate knowledge related to COVID-19. Despite adequate knowledge, the attitude
was not always positive. The study highlighted that further education is necessary to
convey the importance of forming a positive attitude and continuous preventive practice
towards reducing contraction and transmission of COVID-19.?°

The first survey in Addis Ababa to assess the public KAP towards the COVID-19
pandemic as well as to assess the preparedness and response of service providers in
the city was done from March to April 2020. 839 public participants were enrolled in the
study. The result of the study revealed that majority of the respondents (58.6%) had
moderate knowledge about COVID-19, whereas 37.2% had good knowledge. Moreover,
60.7% and 59.8% of the participants had a positive attitude towards preventive
measures and good practice to mitigate the pandemic, respectively.?®

11




CHAPTER THREE: OBJECTIVES

3.1. General Objective

To assess the KAP of parents regarding COVID-19 in children.

3.2. Specific objective

To assess the level of KAP of parents whose children were attending medical care at

TASH towards COVID-19 in children.

To assess the association of socio-demographic factors with KAP of parents towards

COVID-19 in children.

12




CHAPTER FOUR: MATERIALS AND METHODS

Study Area and Period

The study was conducted at TASH located in Addis Ababa, the capital city of Ethiopia,

from June to August 2021 G.C.

Study Design

A cross-sectional descriptive design was conducted.

Source Population

All parents whose children were attending medical care at TASH.

Study Population

Parents whose children were admitted at emergency and wards at TASH and parents

who came to pediatric regular OPD and referral clinics from June to August 2021GC

who fulfilled the inclusion criteria.

Inclusion Criteria

All parents who are greater than 18 years old and who gave consent to participate in the

study were included.

Exclusion Criteria

Parents who are less than 18 years of age and parents who don’t give consent to

participate in the study were excluded.
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Sample Size Determination and Sampling Procedure
The sample size is calculated by using a single proportion population formula by
considering the following assumptions.

50% proportion was used to get the maximum sample size by taking into account 95%

confidence interval (Za/2=1.96), marginal error (d) of 5%.
n=[(Za/2)*P(1-P)]/d?

n= (1.96)% (0.5)(0.5)= 385

(0.05)(0.05)
A total of 385 participants were included in the study.
Consecutive sampling technique was used to collect data from study participants.

Data collection Procedure

An interview based questionnaires were used to gather information from study
participants. The Questionnaire was prepared based on previous similar studies. Each
guestionnaire included 4 parts. The first part was socio-demographic data of study
participants and the other three parts included close ended questions to assess
knowledge, attitude and practice of parents respectively.

Study variables

Dependent Variables

» Knowledge, Attitude and Practice
Independent Variables

» Parental age

» Gender

> Residence

> Educational status
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Monthly household income

>

» Marital status
» Number of children per household
>

Source of information regarding COVID-19

Operational Definitions

Knowledge towards COVID-19 in children

Knowledge of the parents was assessed by using 40 questions that were developed by
considering previous similar research. The right answer to each question has a score of
1 and wrong answers 0. Modified Bloom’s cut-off points were used to judge knowledge
as good (80%-100%),>/=32), moderate (50%—79%, 20-31), or poor (<50 %,< 20).

Attitude towards COVID-19 in children

Attitude of the parents was assessed by using eight questions. The attitude was scored

as follows: good (6-8), moderate (5) and poor (</=4).

Practice regarding COVID-19 in children

The practice of the parents was measured using 7 questions each having 4 choices that
were coded from O (never) to 3 (always). All the questions were summed together to
give us the practice score with possible score ranging from 0 to 21. Good practice was

defined as scoring from 17 to 21, moderate from 12 to 16, and poor from O to 11.

Data Quality Control Measures

The study questionnaire was reviewed for completeness and pre-testing was
undertaken. The questionnaires were pre-tested on 5% of the actual sample size in
similar setting, which was not included in the analysis. Data was collected by three

nurses supervised by the principal investigator. They were trained prior to data
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collection. The aim of the study and contents of the questionnaire was explained to the
parents briefly. At time of data collection filled questionnaires were checked for
completeness and consistency of information by the data collector and principal

investigator daily. The study was done as per the ethical code of conduct.

Data Analysis

Data was entered using SPSS version 25 to be analyzed based on the objectives of the
study. Data cleaning and screening was conducted. A descriptive analysis was
performed. Specific knowledge, attitude and practice questions were used to score
study participants. For each question, 1 point was given for answering correctly,
whereas 0 point was given when the participants respond incorrectly. Based on the
total score, the parent’s KAP level was categorized as good, moderate or poor, by using
modified Bloom’s cut-off points. All the preliminary assumptions were checked and
appropriate actions were taken. Inferential statistics between the socio-demographic
factors and the parent’'s KAP towards COVID-19 in children were investigated using a
Pearson chi-square test. P value less than 0.05 was considered as statistically

significant.

Ethical clearance

The study was conducted after the approval of AAU College of Health Sciences,
Department of Pediatrics and Child Health and permission from TASH was assured.
Written informed consent was obtained from respondents who participated in the study.
Identity and names were not included in the questionnaire. The confidentiality of the
study participants was kept and the information collected was used solely for the

intended purposes.
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Results

Socio-demographic characteristics of the study participants

A total of 385 parents participated in the study yielding a response rate of 100%. The

median (IQR) age of the study participants was 32 years (28, 38). Nearly two-thirds

(63.9%) of the study participants were female, and most (84.2%) of them were urban

residents. Majority (60%) of the study participants were from Addis Ababa, and 34.8%

of participants had primary education and below. Majority of the parents gather

information about COVID-19 from TV/radio/news channels (n=331; 86%) and family,

friends and neighbors (n=293; 76.1%).See Table 1.

Table 1: Socio-demographic characteristics of parents who participated in the study

Variables Frequency Percentage (%)
Parental age in years
20-29 | 128 33.2
30-39 | 195 50.6
>/=40 | 62 16.1
Sex
Male | 139 36.1
Female | 246 63.9
Residence
Urban | 324 84.2
Rural | 61 15.8
Region
Amhara | 38 9.9
Oromia | 71 18.4
SNNPR | 33 8.6
AA | 231 60.0
Other | 12 3.1
Educational status
No formal education | 45 11.7
Primary education | 89 23.1
Secondary education | 105 27.3
Diploma | 46 11.9
Deqgree | 74 19.2
Higher education | 26 6.8
Monthly household income
</=1000 birr | 48 12.5
1001-5000 birr | 184 47.8
5001-10000 birr | 108 28.1
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> 10000 birr | 45 11.7
Occupation
Governmental | 88 22.9
Non-governmental | 60 15.6
Trader | 68 17.7
Daily laborer | 22 5.7
Farmer | 28 7.3
House wife | 115 29.9
Other | 4 1.0
Marital Status
Single | 11 2.9
Married | 343 89.1
Divorced | 23 6.0
Widowed | 8 2.1
Number of children per
One to three children | 290 75.3
Four to six children | 95 24.7
Source of information regarding
Family, friends and neighbors | 293 76.1
TV, radio and news channels | 331 86.0
Social media | 193 50.1
MOH website | 83 21.6
Google and search engines | 55 14.3
Scientific article and research | 19 4.9

Knowledge of parents participated in the study

Among the study participants, only 13.8% (n=53) has good knowledge towards COVID-

19 in children. 68.6% of study participants (n=264) has moderate knowledge and 17.7%

of study participants (n=68) has poor knowledge. The mean score of knowledge was

25.5 (SD=5.9) from a maximum possible score of 40.

In this study, majority of the parents mentioned fever as a clinical symptom (n=324;

84.2%) followed by cough (n=322; 83.6%). Figure 1
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Figure 1: Percentage distribution of knowledge of parents towards symptoms of COVID-19 in children

98.2% of parents (n=378) reported contact with infected individuals as a main route of

acquiring COVID-19 in children. Figure 2

120
95.3 98.2

100 86.1 92.4

80

60

355
40 25.8 25.5
p [ n B
0 . .
O o o 5 o I’ ‘
Q;DQ {\(boe 6\4\6 ‘ 06@ & & & Qp\o
© 3 § & > 3 5°
° 87 >/ N4 «® b &
& @ \@ S N D7 &

& & ¢ 8’ ¢ 5 ©

@ D) / 9
@ & & & eﬁ‘@ &
\f & S & &
& @ X @ <
o & S ec‘>\/

M percent

Figure 2: Percentage distribution of knowledge of parents towards how children acquire COVID-19
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Regarding knowledge assessment of prevention mechanisms of COVID-19 in children,
the study participants mentioned using facemasks (n=367, 95.3%), frequent washing of
hands (n=362, 94%), staying > 2 meters from others (n=351, 91.2%), frequent
disinfectant use (n=342, 89%) and COVID-19 vaccination (n=151, 39.2%) as a
prevention of COVID-19 in children.

Factors associated with knowledge

The association between status of knowledge and socio-demographic variables was
tested using Person’s chi square. The result of the study showed that level of
educational status ((P<0.001), no formal education; 6.7% has good knowledge vs.
higher education; 26% has good knowledge), occupation ((P=0.005), governmental
employee; 25% has good knowledge vs. daily laborer 3.8% has good knowledge) and
monthly household income ((P<0.001), among parents who earn > 10,000 birr; 35.6%
good knowledge vs. < 1000 birr has 8.3% good knowledge) were associated with
knowledge status of the study participants.

On the other hand parental age (P=0.441), gender (P=0.125), residence (P=0.093),
marital status (P=0.773), and number of children per household (P=0.33) were not
associated with knowledge status of the study participants.

Regarding source of information about COVID-19 Family/friends/neighbors (P=0.032),
Social media (P=0.003), MOH website (P<0.001), Google/search engines (P<0.001),
and scientific article/research (P<0.001) were associated with knowledge status of
participants. TV/radio/news channels (P=0.8) was not associated with the knowledge

status of participants.
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Figure 3: Knowledge status of the study participants by level of education

Attitude of parents participated in the study

Among the study participants, 68.3 % of parents (n=263) has good attitude, 19.7% of
parents (n=76) has moderate attitude, and 11.9% of parents (n=46) has poor attitude.
The mean score of attitude was 6.1 (SD = 1.5) from a maximum possible score of 8.

In the study, willingness of parents to let their children get COVID-19 vaccine if it is
introduced in Ethiopia is found to be 73.8%. (Figure 4)

Among parents who are not willing to let their children get COVID-19 vaccine, 48.5%
mentioned fear of side effects after COVID-19 vaccination as a reason. (Table 2)
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Figure 4: Willingness of the parents to let their children get COVID-19 vaccine if COVID-19 vaccine is
introduced in Ethiopia

Table 2: Reasons mentioned by parents for not letting their children get COVID-19 vaccine.

Reason for not letting their children get COVID-19 vaccine Number Percent
Fear of side effects after COVID-19 vaccination 49 48.5
COVID-19 vaccine is linked to evil spirits 8 7.9
Children have milder symptoms of COVID-19 2 2.0

| don't believe in the effectiveness of COVID-19 vaccine 31 30.7

| don't have enough information about COVID-19 vaccine 11 10.9
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Factors associated with attitude of parents

The study finding indicate that residence of parents ((P<0.001), Urban; 73% good
attitude vs. Rural 42.6% good attitude), level of education ((P<0.001), No formal
education; 44.4% good attitude vs. Higher education; 81.5% good attitude) and
occupation ((P<0.001), Governmental employee; 83% good attitude vs. Farmers; 53.6%
good attitude)) were associated with attitude of parents.

On the other hand parental age (P=0.517), gender (P=0.318), monthly household
income (P=0.052), marital status (P=0.236), and number of children per household
(P=0.068) were not associated with attitude of study participants.

Regarding source of information about COVID-19, Social media (P<0.001), MOH
website (P<0.001), Google/search engines (P=0.02), and scientific article/research
(P=0.01) were associated with attitude of participants. Family/friends/neighbors
(P=0.585) and TV/radio/news channels (P=0.212) were not associated with the attitude
of study participants.

Practice of parents participated in the study

Among 385 study participants, 199 participants (51.7%) has moderate practice towards
COVID-19 in children. 127 participants (33%) has good practice and 59 participants
(15.3%) has poor practice.

The mean score of practice was 14.6 (SD = 3.8) from a maximum possible score of 21.

Specific response to practice-based characteristics is mentioned below.
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Table 3: Practice of the parents participated in the study

Variables Response
Always Often Sometimes Never
(no.(%)) (no.(%)) (no. (%)) (no.(%))
Make sure your child wear 153 (39.7) 145 (37.7) 71 (18.4) 16 (4.2)
facemask before leaving home
Make sure your child wash 148 (38.4) 188 (48.8) 44 (11.4) 5(.3)
hands
Clean and disinfect surfaces 188 (48.8) 158 (41) 157 (40.8) 22 (5.7)
that your child is in contact
Prevent your children from 44 (11.4) 184 (47.8) 75 (19.5) 27 (7)
handshaking hugging kissing
Make sure your child don’t 5(1.3) 132 (34.3) 67 (17.4) 27 (7)
consume food outside
Make sure your child don't go to | 147 (38.2) 146 (37.9) 71 (18.4) 21 (5.5)
crowded places
Make sure shared spaces in 240 (62.3) 94 (24.4) 42 (10.9) 9(2.3)

home have good airflow

Factors associated with practice

The result of the study showed that residence ((p<0.001), urban; 38.6% good practice
vs. rural; 3.3% good practice), level of educational status ((P<0.001), no formal
education; 15.6% good practice vs. higher education; 49.3%), occupation ((P=0.004),
governmental employee; 42% good practice vs. farmers 3.8% good practice), monthly
household income ((P=0.001), > 10,000 birr; 48.9% good practice vs. 1001 birr-5000
birr 23.4% good practice), number of children per household ((P=0.018), 1-3 children;
35.9% good practice vs. 4-6 children; 24.2% good practice) were associated with
practice of the study participants.

On the other hand parental age (P=0.463), gender (P=0.5), and marital status (P=0.494)
were not associated with practice of study participants.

Regarding source of information about COVID-19, Social media (P<0.001), MOH

website (P<0.001) and Google/search engines (P<0.001) were associated with practice
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of participants. Family/friends/neighbors (P=0.994), TV/radio/news channels (P=0.946)
and scientific article/research (P=0.156) were not associated with practice of study

participants.

Correlations among knowledge, attitude and practice

A Pearson product-moment correlation coefficient was computed to assess the
relationship between knowledge score, attitude score and practice score of the parents.
As a result, it was found that there was a moderate positive correlation between
knowledge score and attitude score (r=0.56, p<0.001). Thus, increases in the
knowledge score of the parents were correlated with increases in their attitude score.
Alike, there was a moderate positive correlation between knowledge score and practice
score (r=0.44, p<0.001). Thus, increases in the knowledge score of the parents were
correlated with increases in their practice score too. Besides, there was a moderate
positive correlation between attitude score and practice score (r=0.43, p<0.001). Thus,
increases in the attitude score of the parents were correlated with increases in their

practice score.
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Discussion

Although there are many studies done on public KAP towards COVID-19 in Ethiopia,
there is lack of study done on parents’ KAP towards COVID-19 in children.

This cross sectional study was conducted to assess the knowledge, attitude and
practice of parents towards COVID-19 in children including clinical signs of disease,
mode of transmission and prevention practices. 385 parents participated in the study.
On socio-demographic characteristics of participants, the level of education of majority
of the study participants (62.1%) was secondary education and below.

The parents who participated in this study mainly gather information about COVID-19
from TV/radio/ news channels and family/ friends/ neighbors. The cross sectional study
done in Jordan regarding parents’ knowledge and attitude towards COVID-19 in
children showed that parents depend mainly on the website of the WHO and news
channels.

Knowledge assessment in this study included signs and symptoms, the disease
transmission mode and prevention mechanisms. The result of the study shows that
most parents mentioned fever as a clinical symptom (n=324; 84.2%) followed by cough
(n=322; 83.6%). This is consistent with finding of Jordanian study which showed that
78% of parents listed fever as a clinical symptom first and 81% of parents listed heavy
coughing and sneezing as a symptom of COVID-19.

This study showed that more than 90% of parents mentioned contact with infected
individuals (handshaking, hugging, kissing), through breathing/sneezing, and not
frequently washing their hands as a means of acquiring COVID-19 in children. 1/4" to
1/3" of parents believed that children can acquire COVID-19 by eating contaminated
food and through pregnancy, delivery and breast feeding. (If the mother is infected with
COVID-19).

Regarding knowledge assessment of prevention mechanisms of COVID-19 in children,
more than 90% of parents mentioned using facemasks, frequent washing of hands, and
keeping distance. Only 40% of parents reported COVID-19 vaccination as a prevention
of COVID-19 in children.
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The finding of this study reveal that majority of the participants (68.6%) have moderate
knowledge whereas 17.7% of participants have poor knowledge. The mean score of
knowledge was 25.5 (SD=5.9) from a maximum possible score of 40. This result is
lower than a similar study done in Iran which showed that the mean score of knowledge
was 37.14(SD=4.87) from a maximum possible score of 46. In this study, the level of
education of majority the study participants was secondary education and below. The
knowledge score discrepancy may be due to low level of education of the participants,
gap in the health information and dissemination and limited resources.

This study showed that level of education (P<0.001), occupation (P=0.005), and
monthly household income (P<0.001) has statistically significant association with the
knowledge of parents. The study in Iran showed that educational levels had a significant
relationship with knowledge (P value = 0.005).

Majority of study participants have good attitude towards COVID-19 in children. The
mean score of attitude was 6.1 (SD = 1.5) from a maximum possible score of 8. This is
comparable to the study in Iran which showed that the mean score of attitude was 21.07
(SD = 3.04) from a maximum possible score of 25.

Among attitude assessment questions, willingness to let their children get COVID-19
vaccine if it is introduced in Ethiopia was included. Majority of respondents (73.8%)
were willing to let their children get COVID-19 vaccine. 26.2% of study participants were
not willing to let their children get COVID-19 vaccine. Among the unwilling parents,
almost half of participants mentioned fear of side effects as a reason. In this study the
percentage of unwilling participants has increased compared to a study done in
residents of one sub-city in Addis Ababa regarding COVID-19 vaccine hesitancy prior to
the introduction of COVID-19 vaccine in Ethiopia. One out of five (19.1%) participants
was not willing to get vaccinated. Out of them, 43.6% were not willing to take the
vaccine due to fear of side effects. Close to 20% of the participants thought that children
shouldn’t get vaccinated.?” The percentage increment in this study may be due to
knowledge gap and misconceptions.

Currently the AAP recommends COVID-19 vaccination for all children and adolescents
12 years of age and older who do not have contraindications using a COVID-19 vaccine
authorized for use for their age.* On Oct. 29, 2021, the Food and Drug Administration
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authorized emergency use of the Pfizer-BioNTech COVID-19 vaccine for children ages
5 to 11. Safety data from the trials, which included more than 3,000 children who
received the vaccine, found the most common reactions were pain at the injection site,
fatigue and headache. Reactions were mostly mild or moderate. There were no serious
adverse events related to the vaccine, including myocarditis or anaphylaxis. Preparing
to vaccinate children is essential to compact the current pandemic.

In this study, it is found that area of residence, level of education and occupation has
statistically significant association with attitude of parents.

Regarding practice of parents towards COVID-19 in children, half of the participants
have moderate practice. Only 33% of participants have good practice. The mean score
of practice was 14.6 (SD = 3.8) from a maximum possible score of 21. This result is
lower than the study in Iran which showed that the mean score of practice was 4.22
(SD=0.83) from a maximum possible score of 5. This may be due to socio demographic
characteristics of the study participants, availability of resources, and differences in
study time. (The study in Iran was conducted earlier in the pandemic)

Area of residence, level of education and occupation, monthly household income and
number of children per household has statistically significant association with practice of
parents towards COVID-19 in children. In the Iranian study, it was found that marriage
status had significant association with attitude and practice.

To improve practice of the parents, educating and advocating prevention practices is
important. Especially there is a significant gap in rural areas. This may be attributed to
availability of resources. The government, MOH and all health professional have a role

to combat these problems and halt the spread of the disease.
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Conclusion

The finding of this study suggests that knowledge and practice of parents of children
using medical service at TASH towards COVID-19 in children was moderate. Majority
of the parents had good attitude. There was a moderate positive correlation between
knowledge score and attitude score, knowledge score and practice score and attitude
score and practice score. The parents who participated in this study mainly gather
information about COVID-19 from TV/radio/ news channels. The determinant factors of
knowledge of parents towards COVID-19 in children were education, occupation and
monthly household income. The determinant factors of attitude were area of residence,
level of education and occupation. The determinant factors of practice were area of
residence, level of education, occupation, monthly household income and number of

children.
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Limitations of the study

Consecutive sampling was used in the study. Therefore the result of the study cannot
be generalized to the target population because of possible bias of the sampling

method.

Recommendation

Appropriate strategies have to be implemented to enhance the knowledge of parents
towards COVID-19 in children through accessible platform especially in rural areas.
Optimizing public health information and dissemination regarding COVID-19 in children
is essential to fill the knowledge gap. Regarding prevention practice of parents,
providing relevant resources is important to halt the spread of the pandemic.
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Annexes

Annex I: Information sheet (English version)

Questionnaire code number ........... Date ..........

My name is Dr. Bethelhem Damtie. | am conducting a study for partial fulfillment of the
requirements for specialty certificate in pediatrics and child health from Addis Ababa

University College of health sciences, titled on “Assessment of Knowledge, Attitude and
Practice of parents of children using medical service at Tikur Anbessa Specialized

Hospital towards Covid-19 in children”

Purpose: The purpose of this study is to assess Knowledge, Attitude and Practice of
parents of children using medical service at Tikur Anbessa Specialized Hospital towards
Covid-19 in children.

Procedure: The study will be conducted in Tikur Anbessa Specialized Hospital. An
interview based questionnaire is prepared to assess Knowledge, Attitude and Practice
of parents whose children have been admitted at emergency and wards at the hospital
and parents who come to pediatric regular OPD and referral clinics towards Covid-19 in

children.

Risks: There is a risk that you may share some personal information and you may feel
uncomfortable. However, | do not wish for this to happen. You do not have to answer

any question if you feel the question(s) are too personal and makes you uncomfortable.

Benefits: There will be no direct benefit to you, but your participation is likely to help me
in assessing knowledge, attitude and practice of parents of children using medical

service at TASH towards Covid-19 in children.
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Confidentiality: | would like to inform you that this is a purely academic study and
obtained information will not be used for any other purpose. All information provided by

you will be kept confidential and also the source of information will remain anonymous.

Right to refuse or withdraw: Your participation in this study is voluntarily and also
have the right not to answer a particular question that you don’t want to answer. You do

not have to take part in this research if you do not wish to do so.

Who to Contact: If you have any questions regarding the study, you can contact the
principal investigator.

Address of the principal investigator
Name: Dr.Bethelhem Damtie

Phone number: 0929921877

Annex II: Certificate of consent (English version)

| have read the foregoing information, or it has been read to me. | have had the
opportunity to ask questions about it and any questions | have asked have been

answered to my satisfaction. | consent voluntarily to be a participant in this study

1. | agree to participate Signature of Participant

Date

2. | don’t agree to participate (Stop here); thank you.

Data collector’'s name

Signature

Date
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Annex III: Questionnaire (English version)

Questionnaire to assess Knowledge, attitude and practice of parents of children using
medical service at TASH towards COVID-19 in children, Addis Ababa (English version)

Part I: Socio-demographic characteristics of the study participants

1. Parental age in year

2. Gender 1.M 2.F

3. Residence 1. Urban 2. Rural

4. Levels of Education
1. llliterate 2.Can read and write 3.Primary education
4. Secondary education 5. Diploma 6.Degree 7.Higher education

5. Occupation

1. Governmental 3. Trader 5. Farmer
2. Non-governmental 4. Daily laborer 6.Housewife
7. Other

6. Monthly household income
1. Less than 500Dbirr 2. 500 to 1000birr 3. 1001 to 5000bir
4.5001-10,000Dbirr 5. More than 10,000birr
7. Marital status
1. Single 2.Married 3.Divorced 4. Widowed
8. Number of children
1.1-3 2.4-6 3.7children and above

9. Source of information regarding COVID-19

1. Family, friends, neighbours 4. Ministry of Health website

2. TV/Radio/News channels 5. Google and other search engines
3. Social media 6. Scientific articles and research

7. Others
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Part Il: Questions to assess knowledge of participants regarding COVID-19 in
children please encircle or mark your answer

1. Do children infected with COVID-19 show symptoms?
1. Yes 2.No 3.1 don’t know

2. If your answer to question no.1 is yes, which of the following are the symptoms and
signs of COVID-19 in children?

1. Fever 2.Fatigue 3.Cough 4.Runny nose
5. Sore throat 6.Shortness of breath 7.Loss of sense of smell and taste
8. Abdominal pain  9.Diarrhoea 10.Vomiting 11.joint/muscle pain
12. Red eyes 13.Red or swollen hands and feet 14.Skin rash

15. Headache 16.0thers, 17.1 don’t know

3. How could children acquire the coronavirus disease?
1. Directly through breathing/ sneezing
2. Directly through contact with infected surfaces
3. Directly through contact with infected individuals (handshaking, hugging, kissing)
4. Consumption of contaminated food
5. Not frequently washing their hands
6. During pregnancy and childbirth if the mother is infected with COVID-19
7. During breast feeding if the mother is infected with COVID-19
8. I don’t know
4. What do you think is the risk factor for severity of COVID-19 in children?
1. Severe form of COVID-19 occur in younger children than older children
2. Male gender is a risk factor for severe form of the disease
3. Underlying Medical Comorbidity
4. Others
5. 1 don’t know
5. Which of the following age group of children is at risk of severity of COVID-19?
1. Under 1 year 3.6 to 10 years
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2.1to5years 4.Above 10 years 5. 1 don’t know
6. Can asymptomatic children infected with COVID-19 transmit the disease?
1. Yes 2.No 3.1 don’t know

7. What are the current ways of prevention of COVID-19 in children?

1. Vaccination 2.Anti-viral therapy 3.Using masks
4. Frequent washing of hands 5.Frequent disinfectant use
6. Staying >2meters from others 7. Others 8. I don’t know

8. Can children of all ages wear masks to prevent the disease?

1. Yes 2.No, if no specify 3.1 don’t know
9. Which of the following is the treatment for COVID-19 in children?

1. Symptomatic therapy

2. Antibiotics

3. Antiviral

4. No treatment

5.0thers 6.1 don’'t know

Part lll: Questions to assess attitude of participants regarding COVID-19 in
children, please encircle or mark your answer.

1. Do you think your child/ children can be infected with COVID-19?
1. Yes 2.No
2. Do you think you know symptoms and signs of COVID-19 in children?
1. Yes 2.No
3. Do you think that you are carrying out the recommended prevention measures
to protect your child/ children against COVID-19?
1. Yes 2. No

4. Do you think that early diagnosis of COVID-19 in children can enhance treatment
outcomes?

1. Yes 2. No
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5. Do you believe that children who are diagnosed with COVID-19 can be managed at
home?

1. Yes 2.No

6. Do you believe that the information provided so far is good enough to protect your
child/children from COVID-19?

1. Yes 2.No
7. Did you think that COVID-19 can result in death in children?
1. Yes 2.No

8. If COVID-19 vaccination to children is introduced in Ethiopia, are you going to let your
child/children get vaccinated?

1. Yes 2.No

If your answer to question No.9 is no, Why?

Part IV: Questions to assess measures practiced by participants to protect their
child/children against COVID-19, please encircle or mark your answer.

1. Do you make sure that your child/children wore a facemask before he/she/ they leave
home? (For children greater than 2 years of age)

1. Always 2.0ften 3.Sometimes 4.Never

2. Do you make sure your child/ children wash his/her/ their hands according to the
recommendation?

1. Always 2.0ften 3.Sometimes 4.Never

3. Do you routinely clean and disinfect surfaces that your child/ children are in contact
with?

1. Always 2.0ften 3.Sometimes 4.Never

4. Do you prevent your children from handshaking, hugging and kissing people?
1. Always 2.0ften 3.Sometimes 4.Never

5. Do you make sure that your child/children don’t consume food outside?
1. Always 2.0ften 3.Sometimes 4.Never

6. Do you make sure that your child/ children don’t go to crowded places?

1. Always 2.0ften 3.Sometimes 4.Never
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7. Do you make sure that shared spaces in the home have good air flow?

1. Always 2.0ften 3.Sometimes 4.Never

Thank you
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Annex IV: Information sheet (Amharic version)

PG+ Ao/ A1 e

2U mTF NE/C NtAAI® 89m, A2y PanYe ALY PANTE 40Pt PUITT Uhoeq
ATAALHAY FIRUCT ATMTPP ANA FATR PHHIE M-

PHU mTF AAT NhRC ATNA NTAALHE PNTFA BN ARFFD PUATRT ATAIT ALTTF
P& MAET AA NALL 19 NAF NAET AL PAFM-Y AD-bF T AAPANNT AF +91NE-P AT
P 8NN TM-::

NHU PFRCIRC N NHTT @Mt MAET NA PhALE 19 NAF NAET AL PATFMY AMr$F
AGAC B84 + A £+ANA AT8.FT° MALT PAFM-T AC®ANNT AG +9IN4P TPAR
AT8.PMF 2284 =

2U mGF A NaA PANSA N MTF ALY AAA AATY ALMATD :: MG+ +AFLPT PPt
m/BEPT NA-A NANLPTF LPM®MA AT8 IR PARLE M- JoY6m PARL FMP LIPTA::

NG+ @AM LAt +ATE N PLEIT AL P+ARAL+ 10> : PTRLLATTT MPRPTF PAGRADAR
@mNF AAPT :: NHU MG+ AL PAMRA+& Ao dDNF fAPF =

NAHU mTF +6ns a228 NAT Pg+T PT aRCaR/ aq9) Tt BFAk:
PG+ P ARCAYZ ATR - A/C NHAAT® 8IPM

Nah:-09-29-92-18-77
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Annex V: Certificate of consent (Amharic version)

PmT+ NIRRT N1E

NG+ aZE A8 AL PHIAGTT O NAA +2 & FAU:: NHU mGTF AL +AFL PRI
NH €98, NF AT A PAU::

PG+ +AFL AP 8P LT ©F?

1. AP G P LT I oo

L IV Ao I — L s JRRERR—
2. he &PLT KR LALIR

&PLT NAUL'F AHU IC L&TINA AAPWTAL::
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Annex VI: Questionnaire (Amharic version)
PhST AOMmLeP

NPRC ATNA PATHA ALFFD PUNICT A1A%F APLTTF PA MAET NA PhA.2 19
NAF NAET AL PATFDT A@-+F AANNT AT +°1N4-P AT P9, 8NN PI°CIRC

met

Phe emC ¢%

NEARTE PGk +AFLPT MUNLR NTUHN A8

1. PMAE AL, (NAODT)
2.9 101 2.h%
3.000@RL P AR GA 1. N+ 2. 1MC
4. PFIoUCT 85

1. PA+aml

2. MINN AT AD9& P FQ

3.panEaR P £/ FIRUCT

4. PUAtTS 248 TIRUCT

5.PN¢ Ui
1. PNt ECEF +Pme 5.7Mé
2. PIINFR PALT BCEF M 6. PNt ACRNE
3.17% 7. AA PN HOBR -
4. P%Y N&tE
6. ®CUR P7N, ®M7
1. n500 NC PN 2. h500 NN Ahh 1000 NC

5. 8Tk
6. 2.°1¢

7. N&+E PHIRYCT 2L

4.Nn5001 NC Ahh 10,000 NC 5.0 10,000 NC NAL

3.11001 NNC Ahh 5000 NC
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7.80NF Ui
1. £AIN 2. p1N 3. P4 4. Nd/TNF eqe+Nt/NT
8. Pt PAE AP M7y
1. NATE ANN ANE ART
2. DA ANND NENT ABTF
3. NANT AETF NAL
9.NA PhALE 19 NAF PARLE TR PF
1. h+AN 385 AT 92N+
2. NHT MN.PPF
3. NMUNSER UL 19F
4.NMG MNP LUL IR
5. N ‘Google’ ™M L%
6. N2INR J°CIC AT DTF NN

7. AA TP Y oo




N&EA UAT - PGk +NFLPTFT AT ARSAN P+HHIE B PLPF
1. NPALL 19 NAF P+mME AET oAt PALA ?
1. AP 2. he 3. 91YHN, PATR I

2. Pt ML ATE mPE IRAR AP NPT e NHHZHSGF @M NhALL 19 NAF P+Me AET
P PARPFM JRANTT PHEF TFM- ?

1. At 9. +%mm

2. &hge 10. it

3. M4\ 11. PARIMMTRP AT PM-1F Yange
4. Nh&TeR, PA.MM &AN 12. P2 AOHAY

5. P1CC ydaege 13. PAE AT A9IC PAT AT TNH
6. T14A TMMC 14. A\@-7F AL A& F DMt

7. A>T AT MOGRT APART AATRFQ PP & yarge 15. P&N IR

8. PP yangn 16. AT N

17. 917N PAT G
3. AZF N9°7Y ARYTF A®112F (TR 0T ) NPLE 19 NAF AME &FAK ?
1. NTATMA AT NFT4N
2. 0+NhA 7ICFT NARYhE
3. NNAF@ h+me APTF ICNTLLT AT FiT NARRNND T NAR+PPET NARAAID
4. P+NhA gooINFy Nanany)

N+L229M, A&T NATRFMAN

Ul

(o)}

.NACTIHST AT NOAL 1H ( ATT NDhALE 19 NAF N+MPT)

~

.NMt @t 18 (AT NDhALE 19 NAF htmeT)

. S1THN.@- PAT G

(o]
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4.NhNLE 19 NAF T°N71PF ANG PMT AlMA +IA6e PO P Y AST PHETFE TFD-?

1. NAL M PFM AINTET PUPFT ART AL LFD N& NA AET PNAM NPALL 19 NAF
gonNY Pt ANg PMT ANA + A6 §F M-

2. @T2F NATT £AP AN PMT ARA +IAG TF@-
3.+38% NAF PANTFD AET A4 PMT ANA +IAGT §Fm-::

4. AA JPAR

5. ) YHML M- PATGD

5. NHU $mA NHHZHGTF PUITT 6298 NAA @A NPALE 19 NAF 20T PF ANd P ANA
+IA6 PP R PFTEE TFD ?

1. DATE AT NFT PR AET
2. NATE Aa®F ANN ATPAF AT PAT ABT
3. NNENT AT ANN ANC ATDF P& AST
4. NANC A0RF NAL PA AT
5. 9 YHMLM- PATID
6. PP 19 NAF J2ART PARPAR ART NAFMT MAFAAE RFAA ?
1. AP 2. AR 3. IYHNLM- PAT IR
7. DAL @%F ABT NPALE 19 NAF A8 LMk PR PIHT PHETE TF@- ?
1. AN+ 7. AtoFommmmm oo
2.8 NRLH AREYLT 8. I IHNL@- PAT IR
3. P4 62974 aB Mg
4.N+£I3799 A& d®FmMm
5.N+RJ)M, PECI® APEPFT ADMPID

6. NMITMI° 9IAAN N2 FHC NAL CPT MNP




8. NU-ATR POL TR NAA AL P UITT PAT sx9PNA AR MPIR £FAK ?
1. AP 3. ITHNMD- PAT IR
2. A2 RAGD YT LR P T L —

9.NHU ¢ A NHHCHET @A NhALE 19 P+MNE AT Uh9PT PHFMm- 1;

1. AN FP Uh9PT 4. Uh9rq PAM-9D
2.8 Nt ULt 5 AANA oo
3.PeZ NeZH AL ULt 6. IHNLD- PATGD

REA ANF:- PGk +AFLPTFT AAANDTT ACREAND PHHIE D PEPF

1.PACH AB/AET NhLE 19 NAZF Ame &FAN NAD- PANA?
1L.AP 2.hL

2. PhLE 19 NAF NAET AL PR PAPFM-T FRANTTF AD-PAD NAD- PANA?
1L.AP 2.h8

3.AZF NhALL 19 NAF AT8 LM PARADNG PADNANP AR Y72FY APHINCH 10 NAD- PANA?
1LAP 2.hE

4.NPAL 19 NAZF P+Me ALZTT &P APAPT YIRTm- MM T3 A8 0T PRCIA NAD-
£NNA?

LAY 2.h2

5..NhAE 19 NAF P+MeE AZT NNF NP AtTTA L2 FAA NAD- PANA?
LAY 2.h2

6.ANNALT P77+ a0ZB ABTT hhAL 19 NAF ATPMNS Ng 1@ NAD- PANA?
1.hP 2.h8

7.0PA.L 19 NAF NAET AL P47 A PANTAA £ FAA NAD PANA?
LAY 2.h2
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8. PhMLL 19 W HNT ATE& P @AM AUITT RAMT NEMC AETY PANTNA?
LAP 2.h8

Atd- @MC HMT P FPARPE AANNTFNI® NPT TN TP +T+F SHCHS

NEA Aé&Ti- PGk +AFLPF P+oNC TPART AT EAN P+HHI S D PEPF

1.PACH AZ /ART NNF NAROMFFO- NEF PLT eI NA ML FT/TMEZAT/TELITFOT
£LI9MA(AL T LT NUAT AT NAL PP AET ARPTFO MALT)?

1L.UALIH  2.AAE AR 3.ATERTE 4.N6ped

2. PACH AZ/ART RB.Y /AR Y /ABF@Y NMQaONZM- PAE AN+MMA a7 L
ao 4 MY/ FMm0y/aFMNFEOT £2I9MA?

1.UATH 2.AAE AR 3.ATEATE 4.N64N
3. hACH AR /ART 2C 7N PAFE 17T NOL-ECIR TRHEPT NP MPID Py 98T

1L.UAIH  2.AAR AAE 3.ATERTE 4.N6d-N

4. PRCH AZ/AET NAKT NPT IC ATSLNNMIATS Bt PPe AT AT LANT PA NAN AT

LUFALE  2.AAR ARAE  3.ATEATE 4NN

5. PACH AB/ALTF NN M-, AATRARINF MDY £2IIMA?
1LUALH  2.AAE AAR 3.ATERTE 4.N6Be-N

6. PACH AL /ALT NH NA® PTLANANNTF ANAN AATRTT+T £2IIMA?
1L.UALR  2.AAR AAE  3.ATEZARATE 4NEEN

7.N94 PPNt N+ @ND Nk PAPC HD-O-C A°PEY P2 IIMA?
1AL 2.AAR AAR  3.ATEZRATE 4NN

ATPWGAL-
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